H
ip fractures are on the rise in the ageing population of the United Kingdom. It has been estimated that about 30-40% of these patients die within the first year. Although actual perioperative causes of mortality are difficult to ascertain, it is generally believed that a vast majority of early deaths occur as a result of medical conditions such as chest infection and fluid and electrolyte imbalance. Better outcomes have been reported in centres where the management of these patients is carried out jointly under the medical and orthopaedic teams. However, lack of resources, poor co-ordination between the orthopaedic surgeons and medical teams, and ever increasing patient load often affect the quality of treatment that these frail patients deserve.
When elderly patients with hip fractures become acutely unwell during the perioperative care and their chances of survival seem bleak, the whole medical workforce including orthopaedic surgeons, anaesthetists, and physicians unanimously agree that cardiopulmonary resuscitation should not be performed in the event of an arrest. However, none is ready to make a firm decision in relation to individual patients and as a result sometimes patients as old as 95 years are subjected to the trauma of cardiopulmonary resuscitation, which they would never have agreed to if they were mentally competent to make a final decision.
The physicians, who get only temporarily involved in their care for many reasons, are not always willing to establish the "do not resuscitate" status themselves. They strongly believe that this decision is actually the responsibility of the admitting orthopaedic team, who are considered to be in overall charge of the care of these patients.
The orthopaedic surgeons, on the other hand, find themselves in a "tight spot" as they are unclear of the consequences of such a decision. Some argue that the "do not resuscitate" status is usually misunderstood as "discontinuation of active treatment," especially by the nurses, which significantly compromises patient care. There are also fears that such an approach may become indefensible in a court of law. Looking at this problem from the relatives' perspectives also raises certain issues which can often prove quite challenging for doctors. Most relatives, when approached for a decision, assume that the patient is likely to die, although this may not always be the case. They also, therefore, regard the "do not resuscitate" status as a decision not to treat. As a result, some of them have even objected to the administration of intravenous fluids or antibiotics to patients after they had agreed to the "do not resuscitate" status. Such misinterpretations are often the result of poor communication, which can easily be improved. Rarely the relatives may mislead the doctors, especially if they have vested interests. All elderly patients should make an informed decision regarding resuscitation status in the presence of a doctor, on admission. If the patient is too mentally confused to give informed consent, this decision should rest with the team responsible for the patient's care, in consultation with the relatives. It must be remembered that the timing of this decision is extremely important, for any delay will result in confusion and misinterpretation, which can seriously compromise the quality of treatment. This decision should be clearly documented in the medical notes, and all consent forms for hip operations should have a statement confirming the resuscitation status of the patient. This can also be universally applied to all other operations in elderly patients. This would ensure that each patient gets what he or she (or the relatives) has opted for and active treatment would continue to be delivered irrespective of the resuscitation status.
Physicians and orthopaedic surgeons should join hands to provide the best possible care to these elderly patients, who need much more than just a simple hip operation. The consultant diagnosed nail psoriasis, explaining that it was difficult to treat, and prescribed a protracted programme of hand and foot PUVA (psoralen and ultraviolet A treatment). Although this did not cure the psoriasis, it improved it considerably and halted the psoriatic arthritis that was beginning to affect the joints of two of my fingers.
Physicians
Had that episode occurred this year in one of the many primary care trusts that have introduced a referral management scheme, it is most unlikely that I would have had an appointment with the consultant.
Referral management schemes, otherwise known as clinical assessment and treatment schemes (CATS) or tier 2 services, are springing up across the NHS as a means of reducing primary care trusts' spending on secondary care services. In summer 2006 the British Association of Dermatologists conducted an informal internal survey of its members. More than half (55%) of respondents said that their primary care trusts had plans for their referral management scheme to reduce the number of referrals to secondary care by rerouting them back into primary care.
The justification given for the introduction of the schemes is that they bring services "closer to home"-a mantra repeated often by the government at present. Trust managers admit privately that the true purpose of the schemes is to reduce costs in the face of the budget deficits so many of them are confronting.
Typically, such schemes require that 80% of GPs' referral letters be reviewed in primary care and that 60% of cases should be retained within the trust. In some cases the reviews are conducted by consultants contracted by the trust; in others they are conducted either by clinical assistants (GPs who work part time in hospitals, alongside their consultant colleagues) or, more usually, by GPs with a special interest in the specialty concerned, whose knowledge and experience are extremely variable. In many cases GPs are being offered financial incentives to participate in the schemes.
Where dermatology is concerned-and this almost certainly holds true for other specialties-referral management schemes pose a serious threat to patients' interests. They introduce an extra step in the patient's journey, delaying the diagnosis and treatment of often complex and difficult skin diseases. What is more alarming is that some primary care trusts now deliberately delay outpatient appointments, refusing to fund routine paper referrals seen within eight weeks of the date of the referral letter. In contrast, patients who can be booked into clinics directly through the Choose and Book electronic booking service can be seen within two to three weeks, no matter what their complaint.
Furthermore, the schemes remove any vestige of "patient choice," another government mantra.
Dermatology is a complex specialty with more than 1000 potential diagnoses. Although in Britain about 15% of GPs' consultations relate to skin disorders, the average undergraduate curriculum has only six days of dermatology, and only 20% of GP vocational training schemes include a dermatological component. Practice nurses receive no such training. Referral management schemes therefore create a real risk that patients with skin diseases will be seen by clinicians who lack the necessary training and experience, greatly reducing the likelihood of prompt and accurate diagnosis, not least in respect of skin cancer.
The schemes are also insulting to GPs, second guessing their decisions. They undermine the viability of secondary care dermatology, which is an essential component of a coherent, integrated service. And they remove any incentive for secondary care specialists to support or develop the role of the GP with a special interest in dermatology.
The schemes may provide a short term solution to a short term financial problem. The risk, though, is that they will do lasting damage.
Peter Lapsley is chief executive of the Skin Care Campaign, Highgate, London plapsley@eczema.org
Some primary care trusts now deliberately delay outpatient appointments
The excellent site www.prodigy.nhs. uk has been around for some time and is well known, but for those who don't know it this is a wonderful knowledge base. The topics covered are now called clinical knowledge summaries, and 200 topics are covered in depth. This database forms an excellent online textbook, particularly for primary care professionals. There is evidence of a recent update, and the site is easy to navigate. Importantly, the data provided are practical and designed for frontline primary care. This is a gem of a resource and deserves to be around for many more years to come.
An impressive medical biochemistry resource that is effectively an online textbook is at http://web.indstate. edu/thcme/mwking/home.html. Called the Medical Biochemistry Page, it is linked with a university course. It has an impressive subject list, the content of which is accessed by clicking on simple hypertext links. There is a good smattering of illustrations, and the volume of information is impressive.
The history of medicine makes a rich and interesting story, but it can be difficult to find resources, especially when you are on your travels. The website www. historyofbiologyandmedicine.com is an appealing offering. It is based on a book written in 1986 and was subsequently updated much later by another author. Read the most interesting and well written introduction on the home page. From here you can find the medical and biological places of historical interest in a number of countries, including France, Italy, the United Kingdom, and the United States.
It is not always easy to obtain good quality advice and information when looking for ethical guidance. For those in the UK, at least, there is one helpful port of call: www.rcgp.org.uk/extras/ ethics/query.asp. This ethical guidance database produced by the Royal College of General Practitioners is free to access and contains both a search engine to try to locate the information you need and a simple hypertext alphabet index. Although primarily of interest to a British audience, the site has a lot of advice and wisdom waiting to be tapped.
Harry Brown general practitioner, Leeds DrHarry@DrHarry.net
We welcome suggestions for websites to be included in future Netlines. Readers should contact Harry Brown at the above email address
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The idea of this series is to send doctors out onto the streets of Britain to meet members of the public wherever they happen to be-in shopping centres, at their office, on the bus home-to diagnose their illnesses and treat them. The BBC press release says that these "unique open air surgeries offer instant reassurance and treatment to patients with a wide number of common complaints and help those unsuspecting members of the public who may have been previously unaware they had a health problem." The four "street doctors" are visiting some of our "unhealthy cities" (the first two programmes are in Liverpool and Glasgow), where "there are countless people living with undetected illness and health problems." But do not fear, for "it's up to the street doctors to turn the city around." The doctors carry large signs announcing their presence and are furnished with a patient's trolley, skeleton, and luminous orange medical bags. They unashamedly tout for business by quizzing innocent passers-by. ("Anyone got any medical problems?") The doctors, with film crew, take abbreviated medical histories and do partially or completely clothed examinations in full view of whoever is passing. As the voiceover proudly proclaims: "Nothing's too private, nothing's too personal."
In television this might be true. The more personal, dramatic, private, and preferably tortured the revelations, the better the expected ratings. Hence people are warned that they "might" have diabetes before an anxious wait reveals that they don't. Young women are cautioned that they "could" have tuberculosis, before a chest radiograph is subsequently declared normal.
Even some men who are at work despite the fact that they think they have flu must be questioned and examined, apparently to make sure they have nothing sinister wrong with them. In other words, even if you are sensibly at work, self managing your mild viral illness, you may not be safe unless a doctor checks you for the conditions you may have but don't yet know about. You may have been given a false alarm about your health in front of the BBC audience, but you should be grateful for all the conditions that you have been reassured you (probably) don't have.
Then there is the medical advice. Back pain can be sorted "once and for all" with the help of a "physiotherapist, osteopath, or chiropractic," even though the evidence that the second and third help long term back pain is lacking. And before we even get to the medical advice, the dull but important things-history taking, clinical examination, and a review of previous investigations-are either abbreviated or absent. Even before we get to that stage, how possible is it for the "patients" to give fully informed consent? Everything is prey in the Big Brother era, but we don't have to degrade further the concept of confidentiality.
Are people in such dire need of medical care that they should interrupt their shopping, watching horse racing, or minding their own business to be seen by a street doctor (and television crew)? No. In fact, many of the people who featured had already seen their doctors for their various conditions. Chronic diseases have a habit of lasting a long time, after all. A woman with a long term ear condition-who, she told us, had been in hospital for treatment with intravenous antibiotics and had undergone several surgical procedures-was seen by a street doctor. He had the idea of taking a swab and testing it for antibiotic sensitivity, which we were told resulted in the problem being cleared up for the first time in 13 years. Imagine, it took a BBC programme to think of that! Except that I rather doubt it was a new suggestion: what we see, of course, is the edited, cut, spliced, and reassembled version of events, especially made for short attention spans. The perky aura of quick fixes and instant solutions fizzes effusively from the show. Viewers, unfortunately, might just believe it.
We are left believing that doctors and nurses in Glasgow and Liverpool have been doing nothing useful till now and thus hail the heroic street doctors who have arrived to save their city. Except that they have left town. This programme is pompous and patronising. Sending doctors out on the streets of our most unhealthy cities to cure the sick? The result is pompous and patronising television, finds Margaret McCartney "Anyone got any medical problems?"
We have no body armour, no air cover, no weaponsonly our wits to protect us. General practice is door to door, street fighting medicine. Personality disorders are our stock in trade. The dependent, the paranoid, the histrionic, the borderline-we jolly them along, not responding to their ill placed health anxieties. Our job is to keep them away from the vortex of secondary care investigation that would only feed their introspection.
One group of patients, however, is different: those with antisocial personality disorder, defined by lack of respect, remorselessness, recklessness, and deceit, but most of all by violence. My well practised and calm veneer conceals the sweat that trickles down my back when patients produce knives for my interest and offhandedly talk of stabbings and beatings. Many have been stabbed, countless have been beaten, and the odd one has been or has murdered. These patients are not ill, and no treatment can be offered. In the past your grandmother would simply have called them "bad."
The government now wants the Mental Health Act to cover these patients, with powers detaining them indefinitely to protect the public (see News, p 113)-even though they may not have committed any crime. This follows pressure in the wake of some high profile murders. This is a "bad" idea. Firstly, it is simply against notions of liberty that someone who has committed no crime should be locked up without trial or hope of release. Secondly, it is based on the religion of "risk assessment."
This stems from the same belief system that predicted weapons of mass destruction in Iraq and dictates that you need a certificate to use stepladders. I can think of 20 patients capable of extreme violence, but I doubt any of them will strike. Are we to lock them all up? Besides, the single most dangerous group are the gangs of under 16 year olds, "the young team." As their victims are largely confined to other members of the urban underclass, there is never any press coverage. Are we to lock these children up too? Risk assessment just doesn't work.
Lastly, this isn't our job. Society and the legal profession pour all the woes into a large funnel labelled "medicalisation," then ram the responsibility down our throats. Frankly we have enough responsibility just caring for the ill and dying. I am sick of lawyers passing the buck to us. If any of these patients truly are such a threat, then let the legal profession sentence them and keep them off the streets.
Des Spence is a general practitioner, Glasgow destwo@yahoo.co.uk
It is a great time to be Irish; this is the first generation for hundreds of years to be free of the scourge of emigration, of the flight from snipe grass and poverty, of our young people dispersing on the four winds.
When I qualified in the 1980s most of my class were already preparing for flight. When my best pal in college, Mick Fitzpatrick, left for Canada, we were not overly sentimental, but 20 years later he's still there and has made a new and happy life for himself. Mick was a great guy, and looking back over the years I know that his leaving was an immense personal loss for me. We stay in touch and we meet occasionally, but it's not the same.
If you've seen The Field or Ryan's Daughter you'll know what Ireland was once like: rain, incest, loneliness, poteen, village idiots, graveyards, tears, beauty, doomed love affairs, being patronised by upper class Brits, sheep with no road manners, mawkish playwrights, and miserable memoirs. This depressed isolation had its own peculiar appeal: gorgeous, reclusive French film stars would retreat to our uttermost west because they wanted a winter of peace, guilt, inner spiritual torment, and more guilt. And they wouldn't be disappointed: guilt was our specialty, all the fault of the English, from whom we had learnt Victorian prudery; before that we were a bawdy folk.
But Alain Delon needn't bother any more, unless he wants to catch the Tullylish Burning Goat Festival or wishes to make a new cult horror film in Ballyboggy. Thanks to the Celtic Tiger, Ireland has been transformed and has become prosperous and confident.
And so the wheel turns; we have our own blossoming immigrant population now, and I have many eastern Europeans and Brazilians on my list.
The young couple in front of me had brought in a complicated form. Their English was halting, and they were diffident and shy, like the sad heart of Ruth, sick for home amid the alien corn. I helped them complete the form, which included 30 minutes of negotiating a helpline of labyrinthine complexity (press button 2 if you are gibbering with frustration, 3 for murderous rage).
It wasn't strictly medical, but I wanted them to know that here was a friend, someone who would look out for them and treat them like I'd have wanted our own exiles to be treated. And then she coughed theatrically, brilliantly mimed an awful sore throat, and ventured, "Antibiotic?" Some cultural mores are quickly absorbed. 
